Several studies have shown that blood pressure measurement is influenced by the observer. However, little is known about the values of office blood pressure measurements (OBPM) taken by patients. Therefore, this study aimed at: a) comparing OBP performed by doctors, nurses, and patients; b) and identifying the variables which interfere with OBPM. Five hundred and fifteen hypertensive patients were studied (53ϩ/-11 years; 70% female; 59% not white; 15% showed blood pressure Ͻ140/ 90mmHg; 17% with mild hypertension, 13% moderate, 15% severe, and 40% isolated systolic hypertension; 68% were under placebo; whereas 32% were under anti-hypertensive treatment). OBP was measured, according to a randomized order, by a doctor, a nurse, or the patients by themselves. Three consecutive measurements were performed by using an automatic oscillometric device (DIXTAL DX 2710), with the patients in a sitting position after a 5-minute rest. The results showed that (meanϩ/-SD): 1) OBPM by the doctor (160ϩ/-20/97ϩ/-1 mm Hg) was significantly higher (pϽ0.05) than OBPM by the nurse (156ϩ/-20/ 95ϩ/-15 mm Hg) and the patient (156ϩ/-21/96 15 mm Hg). Systolic OBPM by the nurse was similar (pϭNS) to OBPM by the patient whereas diastolic blood pressure was significantly lower (pϽ0.05); 2) in patients with severe hypertension Systolic OBPM by the patient (192ϩ/-13 mm Hg) was significantly higher (pϽ0.05) than OBPM by the doctor (188ϩ/-9 mm Hg) and the nurse which showed to be similar to each other; 3) both systolic and diastolic blood pressure showed to be significantly lower (pϽ0.05) when measured by women than when measured by doctors regardless of their gender (154ϩ/-20 / 95ϩ/-14 vs. 160ϩ/-19 / 96ϩ/-14mmHg, 156ϩ/-21 / 95ϩ/-14 vs. 161ϩ/-19 / 96ϩ/-15mmHg, respectively) whereas in male patients, no difference was observed between the measurement taken by the patients and the doctor regardless of their gender (157ϩ/-22/97ϩ/-15 vs. 159ϩ/-22/99ϩ/-16 mm Hg, 162ϩ/-23/102ϩ/-17 vs. 162ϩ/-22/101ϩ/-15 mm Hg). These results show that measurements taken by the patients by themselves or by the nurse can avoid blood pressure increase caused by the doctor; and that being a woman or having higher blood pressure interfere with blood pressure measurement taken by the different observers. An ABPM service has been developed at the Hypertension Referral Clinic, Queen Elizabeth Hospital, Barbados, at a time of severe economic restraint, with the gift of an ABPM Monitor. Forty one patients (39 black and 2 white) had satisfactorily completed records. Ten had been attending the Hypertension Clinic for more than five years because of difficulty in maintaining control. Thirty were recent referrals for evaluation and control of severe or resistant hypertension, including 5 with "newly disscovered" hypertension and 4 with severe hypertension prior to elective surgery. The age range was 20 to 81 years with 28 males and 23 females. Most patients were receiving multiple drugs (3 or more). The most common reason for referral was resistance to treatment (RTT) in 30 (73%). White Coat Hypertension (WCH) or White Coat Effect (WCE) was the reason for referral in 20 (48%) patients, either combined with RTT or alone. WCE was confirmed in 34 (83%) -a higher rate than expected; in 5 it was rated very significant, in 24 significant and in 5 mild. Night time dipping of blood pressure was observed in 24 patients, ranging from mild to marked; 17 (42%) were non dippers; one showed marked initial dipping due to a treatment effect (minoxidil). Pre-surgical elevations were shown to be due to a very significant WCE or WCH.
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Causes of apparent RTT may include a WCE, poor compliance or a combination. Patients with RTT should be evaluated with ABPM, which is cost effective compared with other costly investigations, hospitalisation and unnecessary long term polytherapy. ABPM is also a valuable tool in patients with isolated hypertension pre-surgery.
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The results of many studies have shown that the degree of target organ damage is better correlated to HBPM, than it is to office blood pressure. Furthermore the use of HBPM is associated with a better compliance to treatment and with a better blood pressure control. Little is known on the prevalence of HBPM in the population at large. Therefore this study aimed at determining the prevalence of HBPM among hypertensives in a large cohort of 310.579 subjects participating in the Polish Hypertension Survey.
We studied 142.381 hypertensive subjects (72936 females We conclude that the prevalence of HBPM among hypertensives is increasing with age, but in all age groups is dramatically low, especially in males, thus physicians should more recommend HBPM because it might improve medication compliance and overcome some limitations of office blood pressure measurement, e.g. white coat effect.
